MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE 'OF DEATH 0 4 140
. "1"0 ﬂcﬁo __ 2 ?__&_____anufy Reg[strahon District No. __Q_!_-_z- . - -Registrar’s No. -———-—--— -—--:"'- - o NUMBE?".

1. PLACE OF EA‘I‘N 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before

- > couNY- - AShannon o STATE i gsouriy O Shannon  wdmision
b CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY i . ] Inside Limits

S SpeING P ALLEY Winutes | ™ Round. Springs Ye: O Mokl

1 . ,a : g, c. f—i%éP?{f‘:TEOgF {If NOT in hospital, give locwﬁystcf’an laside Limin d. AS;%%EEES ()f cuiside, give location) Reside on Far!'n
INSTITUTION In auto enroute to Yes 3 No -—— - Yesm Ne T

2
3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year

3 ;
—_— fivee orprin BELINDA SUE THOMPSON viam  November 22 1964
4 / 5. SEX 6. COLOR OR RACE ~ 7. Married [ Never Marriedﬁ 8. DATE OF BIRTH | ¥ AGE (last birthday} | IF UNDER | YEAR IF UNDER 24 HR
Female White Widowed {] Divorced [J 2/1 5/64 - Mg‘?hs ?&'5 [ Hours Min.
10a. USUAL OCCUPATION §ive. kinq of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during_most of warking life*even if retired)

13a. FATHER'S NAME T3b. MOTHER'S MAIDEN NAME 7] 14. NAME OF RUSBAND OR WIFE

Jogseph Thompson oma Pyatt None ,
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. SOCLAL SECURITY NO. 17. INFORMANT Add o= i -
(Yes, no, ﬁ_unknnwn] {If yes, give war or dates of service) ress ﬁoundSppivnQ

DO NOT WRITE, . - \
ON THIS STUB AMENDED D

V5 300
Rev. 4/59

DATE AMENDED

=2 None Joseph Thompson Box 1 05 Mo,
18. CAUSE OF DEATH (Enter oMy one cause per tine for (a@nd (¢} INTERVAL BETWEEN

ART I. DEATH WAS CAUSED BY: EP E |/ S > ONsw

IMMEDIATE CAUSE {a)

Conditions, if any, DUE TO (b) 33“ % /C /2 ZD p/f/fp/ﬁO/V//y / ja'r

which gave rise to {
above c':use l:'(ajl, /

stating the under- b‘q‘ 'C/ s Z; é
iying cause last. DUE TO (c) "'e’ ¥ M

NIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART ill, H  deceased was male  was
by i A 1(3) there a pregnancy in last 90 days.

DOCUMENT

o ves I O No | 01 Unknown

19. WAS ASTOPSY Ga. ACCIDDENT SUI%DE HOMEI’CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)

PERFGRMED!
YES [] NO3 : N

00 TIME OF Mool Month, Day, Year |
INJURY am - )

Pl e

20d. INJURY QCCURRED 20e. PLACE OF INJURY (e.g., in or abo(n home, | 2GF. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK 3 farm, factory, street, office hidg., ete.) ,
NCT WHILE AT WORK ] )

i oz
21. 1 attended the deceased from W z/ to. M }V and last saw wlwe on MX/

7
; /é— A m on the date stated above, and to the best of my knowledge, from the causes stated.

Death occurred at
2

E%M 2; {Degree % yDO b, Tv’nsss /é%'. 704?»&0

Z3a. BURIAL, CREMATION, [ 23b. DATE Z3c. NAME OF CEMETERY OR CREMAFORY 23d. LOCATION (Gity, town, or county) 7 {Sf&fe)
REMOVAL (Speclfy) :

Rem & Burial 11/25/64 Pyuatt Cem nnon Oounty Miasouri

jery sh
F NERA REC, ADDRESS 25. DATE RECD. BY LOCAL REG. | 25. REGISTRAR'S SIGNATURE
M‘é Z& M Salem, Mo. | |2-7—% % N3 R

{Licensed Embalmer’s Statement on Reverse Side)
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MEDICAL CERTIFICATION

USE BLACK INK
OR

TYPEWRITER RIBRON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER |
{

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

“or by i ' Student Embalmer No.
working under my personal supervision.

Student.

Signature of Student Embalmer

Licensed Embalmer No.#fﬂ

P. O. Address ¥ V. /A

1

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failyre to comply
with the above constitutes grounds for revocation of license). - ‘

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.




